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ABSTRACT 
Voice self-efficacy is the self-perceived confidence in managing voice condition. The 
present study investigated the relationship between voice self-efficacy and voice-related 
disability by using a 13-item Voice Self-Efficacy Scale (VSES). The VSES was administered 
to 26 dysphonic subjects and 25 control subjects with normal voice. Each subject also 
completed the Voice Activity and Participation Profile which ascertained their self-perceived 
voice-related disability. Results revealed that: (1) voice self-efficacy was significantly and 
negatively correlated with voice-related disability; (2) dysphonic subjects reported 
significantly lower level of voice self-efficacy than control subjects. The findings suggested 
that voice self-efficacy can serve as an indicator in measuring impacts of voice disorder on 
quality of life.   
Key words: Dysphonia, self-efficacy, activity limitation, participation restriction, 
self-confidence 
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INTRODUCTION 
Voice disorders can lead to limitations in carrying out daily activities, social activities, 
and employment (Ma & Yiu, 2001; Wilson, Deary, Millar & Mackenzie, 2002). The 
International Classification of Functioning, Disability and Health framework (ICF) of World 
Health Organization (2001) has been widely used as the theoretical framework for measuring 
the consequence of voice disorders in terms of functional ability. The framework illustrates 
the relationship between bodily functions and structures, activity and participation as a result 
of the disorder. Impairment is the impacts of the disorder on bodily functions and structures. 
Activity limitation is the difficulties encountered by individual when carrying out an activity. 
Restriction in participation is the problem that the individual encounters in life situation 
involvement (World Health Organization, 2001). Applying the framework to audiology 
rehabilitation, Smith and West (2006) suggest that self-efficacy imposes effect on the activity 
and participation by controlling selection of behavior. They propose that self-efficacy-related 
quality of life framework should be adopted in evaluation of the impact of hearing loss on an 
individual (See Figure 1). It is because self-efficacy can help in understanding the cognitive 
processes undergoing between impairment, activity limitation and participation restriction in 
hearing loss. 
 
 
Figure 1.Diagrammatic representation of how self-efficacy incorporate into the ICF  
(adopted from Smith & West, 2006) 
Disorders/Disease 
Participation Activity Impairment 
Self-Efficacy Self-Efficacy 
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Bandura (1997) suggested that self-efficacy plays an important role in behavioral 
change in human functioning. Self-efficacy refers to one’s confidence in his/her capability to 
do a specific task successfully. Self-efficacy is task and domain-specific, which means that an 
individual can have low self-efficacy in performing one task but high self-efficacy in another 
task in other domain (Bandura, 1997). For example, an individual can have low self-efficacy 
in cooking a delicious dish but have high self-efficacy in public speaking. In addition, level is 
one of the dimensions that self-efficacy differs in (Bandura, 1997). Level can be represented 
and manipulated by the task difficulty within the same domain. For example, individuals may 
have lower self-efficacy to achieve full score (a more difficult task) than simply get a pass 
(less difficult task) in a mathematical test domain. In this case, the level is determined by the 
score required to achieve.  
To focus on the health functioning domain, particularly those involved functioning of 
physiological structures, Bandura (1997) suggests that emotional and body status/condition 
(physiological states) is relevant to efficacy belief. In general, perceived negative emotion and 
body symptoms, such as pain and tension, will be related to lower self-efficacy (Bandura, 
1997). The relationship between self-efficacy and perceived body impairment proposed by 
Bandura is similar with the application of self-efficacy to ICF framework by Smith and West 
(2006). Referring to Figure 1, Smith and West suggest that in rehabilitative program of 
hearing loss, self-efficacy may interact with impairment, activity limitation and participation 
restriction. The literature has documented studies looking into relationship between 
self-efficacy and functional disability in different health domains. For example, Cumming, 
Salked, Thomas and Szonyi (2000) examined the self-efficacy of preventing falling in daily 
life (fall-related self-efficacy) and activity limitation and participation restriction in 528 
elderly. They concluded that these two parameters are negatively correlated. In addition, Li et 
al. (2002) find that fall-related self-efficacy was correlated with the physical and balance 
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activity. Similar findings are illustrated in headache management. French et al. (2000) 
developed 25-items Headache Management Self-Efficacy Scale to investigate the relationship 
between self-efficacy and headache-related disability. Results reveal that higher headache 
management self-efficacy is correlated with lower headache-related disability. These 
literatures supported that with self-efficacy is negatively correlated with impairment, activity 
limitation and participation restriction.  
Voice-related disability is any impairment, activity limitation and participation 
restriction that results from voice disorder. Voice self-efficacy can be defined as the confidence 
an individual have in their ability to manage their voice. For the same individual, s/he may 
have different levels of voice self-efficacy under different communication situations. For 
example, a dysphonic individual may have lower voice self-efficacy speaking in noisy 
environments than in quiet environments. Based on Bandura’s proposal of the relationship 
between bodily status and self-efficacy, and the framework by Smith and West, it is possible 
that the voice impairment, activity limitation and participation restriction would correlate with 
voice self-efficacy. For example, a dysphonic individual, who has higher perceived negative 
signs in his/her vocal functioning organs (higher voice-related disability), such as muscular 
tension, hoarseness or breathiness of voice quality, may have a lower voice self-efficacy than 
an individual with normal voice condition (lower voice-related disability). So far, how voice 
self-efficacy is related to consequence of voice disorder on quality of life has not been 
investigated in contemporary literatures. Therefore, there is a need to investigate whether the 
relationship between self-efficacy and ICF framework can be applied to voice disorder.  
The literature has documented several tools to measure voice self-efficacy. For example, 
Chinese Self-Efficacy Scale (CSES) (Zhang & Schwarzer, 1995) is developed for assessing 
general self-efficacy, which is the belief of individual’s capability to cope with common 
stressful conditions. However, the scale does not specifically tape on voice-disordered 
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population. Another tool is the Voice Self-Efficacy Questionnaire (VSEQ), which is developed 
by Gillespie (2005). She utilizes the VSEQ to study the effect of the use of clinical 
terminology, specifically “vocal abuse” versus “vocal misuse”, on voice self-efficacy. 
However, the VSEQ has only four items and they are all general statements, which do not 
specify different voice using situations. Therefore, a self-efficacy scale tailor-made for 
dysphonic individuals should be developed with different and specific aspects towards 
dysphonia. 
The present study aimed to investigate the relationship between voice self-efficacy and 
voice-related disability. It was hypothesized that voice self-efficacy was negatively correlated 
with voice-related disability. It was also hypothesized that voice self-efficacy in dysphonic 
individuals would be significantly lower than individuals with healthy voice. Apart from this, 
the pattern of voice self-efficacy was investigated so as to identify possible directions for 
clinician to have comprehensive view on the consequence of voice disorder. It was important 
to know the self-efficacy because it can help to estimate attitude towards the specific ability 
(Ornstein & Manning, 1985). Moreover, self-efficacy can predict behavioral change in specific 
task. For example, those with lower self-efficacy will tend to be reluctant to participate and 
insist in challenging tasks than those with higher self-efficacy (Bandura, 1997).    
 
METHOD 
Pilot Study: Development of Voice Self-Efficacy Scale (VSES) 
Content of the VSES 
The initial pool of items of VSES was developed by the investigator based on the 
development of other self-efficacy scales available in the literature such as Voice Self-Efficacy 
Questionnaire (Gillespie, 2005), Self-efficacy Scale for Adult Stutterers (Orstein & Manning, 
1985), Headache Management Self-efficacy Scale (French et al., 2000) and Breastfeeding 
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Self-Efficacy Scale (Dennis & Faux, 1999). The format of the first draft of the scale was based 
on the concept of level of self-efficacy suggested by Bandura (1997). The Voice Self-Efficacy 
Scale (VSES) was developed. It was composed by two sections (total 13-items): 
Section 1: General Voice Self-Efficacy Scale in managing voice effectively (4 items) 
Section 2: Situational Voice Self-efficacy Scale of effective voice use (9 items) 
Section 1 ascertained extent of voice self-efficacy from a general perspective. Section 2 
ascertained voice self-efficacy around four factors namely the level of background noise, 
duration of talking, level of stress, and distance from conversation partner. As Bandura (1997) 
suggested that self-efficacy should be differed in level within the same activity domain, two 
levels of difficulty for effective voice use were set for each factor. For example: for the factor 
of “background noise”, the first item ascertained the level of confidence of using voice 
effectively in restaurant (representing noisy background). The corresponding item ascertained 
the level of confidence of using voice effectively in library (representing quiet environment). 
An 11-point equal appearing interval scale was used for rating, with the left end as “not 
confident at all” and right end as “extremely confident”. 
Procedure and Subjects 
Three pilot groups of subjects were recruited for ensuring face and content validity of 
the scale. Content validity is the extent which the items can really test for the aimed theme 
(McDowell & Newell, 1996). Group one composed of seven speech therapists who had more 
than two years of experience in managing voice disorders on a daily basis. They were recruited 
from two different voice clinics and public hospitals in Hong Kong. Group two composed of 
six dysphonic subjects (five females and one male), with mean age 27.8 years old (SD=10.9, 
range=20-47 years old). They were recruited from the investigator’s social circle. They were 
asked to comment on the clarity of the wordings, rating system, and whether the content is 
appropriate for the dysphonic subjects. Group three composed of six final year speech therapy 
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students. They had to evaluate the rating system and content of the scale. For evaluation of 
content, three questions were asked: 1. relevance of items in Section 1 in relation with 
managing voice condition, 2. relevance of items in Section 2 in relation with effective voice 
use, 3. transparency of items in Section 2 in showing the factors affecting voice use.  
 
Validity and Reliability of VSES 
Participants  
Two groups of subjects were recruited on a voluntary basis: 26 dysphonic subjects (24 
with hyperfunction dysphonia and 2 with hypofunction dysphonia) and 25 control subjects 
with normal voice. Table 1 listed the mean age of the two subject groups. The two groups of 
subjects were similar in age. 
 
Table 1. Mean age (in years) of the subject group 
Descriptive Statistics Dysphonic Group Control Group 
Mean age (in years) 26.96 25.36 
Standard Deviation 10.39 8.77 
Range (in years) 20-52 20-51 
 
All the dysphonic subjects reported voice problems for more than four weeks. The 
control subjects were recruited from the investigator’s social circle. They had normal voice as 
judged perceptually from daily conversations, with have no previous history of voice problem 
as reported by them. 
Procedures 
All subjects had to complete VSES. In addition, they had to gave voice record of 
sustained vowel /a/ and sentence /pa pa ta kΟ kΟ/ (meaning “father is hitting elderly brother”) 
 8 
for five consecutive times using their comfortable pitch and loudness level. The voice sample 
was recorded using external sound card Direct Mix USB3 and Shura SM48 dynamic 
microphone connected to a computer, running the program PRAAT 5.0.19, in a soundproof or 
quiet room (average background noise is less than 45 dB). The subjects’ mouth needed to keep 
10cm away from the microphone.    
Criterion-related validity of VSES. Voice Activity and Participation Profile (VAPP) (Ma 
& Yiu, 2001) (See Appendix B) and Chinese Self-Efficacy Scale (CSES) (See Appendix C) 
(Zhang & Schwarzer, 1995) were given to the subjects to complete together with VSES. VAPP 
was used due to its high internal consistency (α=0.94) in measuring voice activity limitation 
and restriction in participation (Ma & Yiu, 2001). In addition, scale that has closest theme with 
the content investigated is used for establishment of criterion-related validity if there are no 
other tools measuring same area (O’ Connor, 1993). As there is no validated contemporary 
scale for voice self-efficacy, CSES was chosen. It has good internal consistency (α=0.91) for 
measuring general self-efficacy in Hong Kong first year undergraduate students (Zhang & 
Schwarzer, 1995).   
Test re-test reliability. The test re-test reliability was carried out by drawing randomly 
20% of subjects (11 subjects) to complete VSES again one month after completing for first 
time. No treatment was implemented to subjects in this period. 
Scoring system of VSES. The response of each item was scored according to the number 
chosen by the subjects on the interval scale. The scoring was summed in following way: 
1. General VSES Score: Item 1 to Item 4, maximum=40 
2. Situational VSES Score: Item 5 to Item 12, maximum=80   
3. Self-perceived Voice Self-Efficacy: Item 13, maximum=10  
4. Total VSES Score: summing of the scores of all items, max=130 
 
 9 
Acoustic Analysis of Voice Samples 
Acoustic analysis of voice samples. The voice samples of sustained vowel /a/ 
prolongation and sentence /pa pa ta kΟ kΟ/  of all subjects were analyzed using PRAAT. For 
sustained vowel prolongation, the middle three trials were used for analysis. Three seconds of 
most stable phonation was selected and analyzed. For sentence, the selection was from the 
onset of phonation of the first character /pa/ to the offset of the last character /kΟ/. The jitter 
(rap), shimmer (local) and harmonic-to-noise ratio were chosen for evaluation of voice quality, 
as these parameters were widely used by Deliyski, Shaw and Evans (2004), and Deliyski, 
Shaw and Evans (2005) in acoustic analysis. 
Perceptual analysis of voice samples. Three voice samples of sentence productions of 
each subject were randomized (total 153 voice samples). They were perceptually evaluated by 
recruiting two final year speech pathology students to categorize the subjects into dysphonic or 
control group. The percentage of correct judgment was calculated.  
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RESULTS 
Developing the Finalized Version of VSES 
The pilot groups considered that the items in Section 1 were relevant to managing voice 
conditions, and also those items in Section 2 were relevant to effective voice use. However, 
they suggested inclusion of an explicit definition of “effective voice use”. Therefore, the 
definition of the effective voice use “you can use your voice normally without any laryngeal 
discomfort, fatigue or muscular tension, and you can have clear voice and is able to convey 
your meaning” was included to the finalized version of the VSES (See Appendix A). 
 
Validity and Reliability of VSES 
As this study involved a number of statistical analyses, in order to avoid any potential 
Type I and II errors, a more strict α level was set at 0.01. The results having p value less than 
or equal to 0.01 would be treated as statistically significant. 
Internal Consistency of VSES 
Internal consistency measures the homogeneity of the scale. Higher internal consistency 
will be related to greater homogeneity. In order to have significant internal consistency, the 
minimum Cronbach’s α value should be 0.8 (Bryman & Cramer, 2001). The VSES was shown 
to have good internal consistency (α=0.934). The corrected item-total correlation showed the 
correlation of an item with the total score of the remaining items (Coakes & Steed, 1999). Item 
13 showed highest item-total correlation (0.947), while item2 showed lowest item-total 
correlation (0.503) (See Table 2). The α when item was deleted indicate the change of internal 
consistency when particular item was removed. It was shown that α increased only very 
slightly when item 2 was deleted, while deletion of the remaining items will lead to a decrease 
on α. Table 3 showed the correlation coefficients between the three sections of VSES. 
Pearson’s r was used because the related samples were compared and the VSES was interval 
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scale (Coakes & Steed, 1999). The correlation coefficients were high and all statistically 
significant (p=0.0001).  
 
Table 2. Item-total correlation and coefficient α for the VSES when one of the item was 
deleted 
Item Corrected item-total correlation α when one of the item was deleted 
1 .581 .934* 
2 .503 .936* 
3 .788 .926 
4 .666 .930 
5 .615 .932 
6 .667 .930 
7 .705 .929 
8 .686 .930 
9 .770 .927 
10 .800 .926 
11 .848 .924 
12 .638 .932 
13 .947 .921 
*Items that α remained or increased when they were deleted 
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Table 3. Pearson’s r for three sections of VSES  
 General VSES Score Situational VSES Score 
Situational VSES Score 0.78* -- 
Perceived VSES Score 0.82* 0.95* 
All values were significant at the 0.01 level (2-tailed) 
 
Validity of VSES 
CSES scores (See Appendix B) were compared with VSES scores so as to establish 
criterion-related validity. Because none of the data in CSES was normally distributed and it 
used an ordinal scale, Spearman’s rho was used. It was shown that there was no statistically 
significant correlation between VSES and CSES (Spearmanρ=-0.32, 2-tailed p>0.05).  
Test-retest reliability of VSES 
Pearson’s r was used to examine the test-retest reliability because the scores were related. 
The Pearson’s correlation coefficient was 0.32 and did not reach statistical significance 
(p>0.05).  
 
Differentiation between Dysphonic and Control Groups 
Acoustic and perceptual voice evaluation. Mann-Whitney U tests were used to evaluate 
difference between dysphonic and control groups because none of the data was normally 
distributed. Table 4 showed the descriptive statistics and results of Mann-Whitney U test. 
There were no significant differences found in the acoustic measurement in prolonged vowel. 
However, there were significant differences found in sentence production (p=0.0001) between 
two groups. Percentage of correct judgment on perceptual analysis of the two raters were both 
75% (115/153, 114/153), which had moderately high reliability in categorizing dysphonic and 
control subjects.  
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Table 4. Mean scores and standard deviations (SD) of acoustic measurements, VSES Total 
and Section Scores of the dysphonic and control groups 
 Dysphonic 
group 
 Control 
group 
Mann- 
Whitney 
U Measurements Mean SD  Mean SD 
Acoustic measurements       
Harmonic-to-noise ratio in /a/ 20.27 3.87  23.08 3.12 192.0 
Jitter (rap) (%) in /a/ 0.27 0.16  0.21 0.10 250.1 
Shimmer (local) (%) in /a/ 3.57 2.00  2.46 1.07 218.0 
Harmonic-to-noise ratio in sentence 14.02 3.38  17.53 3.50 131.0* 
Jitter (rap) (%) in sentence 0.76 0.37  0.47 0.32 89.0* 
Shimmer (local) (%) in sentence 7.08 3.18  4.47 1.61 96.0* 
       
VSES Total Score 72.46 18.68  98.80 12.32 64.5* 
       
VSES Section Score       
General VSES Score 19.65 5.36  30.08 4.50 44.5* 
Situational VSES Score 47.23 12.42  60.92 8.38 97.5* 
Perceived VSES Score 5.58 1.88  7.80 1.55 99.5* 
*Significant at 0.0001 level (2-tailed) 
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VSES Scores. Significant differences were shown in Total and Section VSES Scores between 
two groups. Z-score from Wilcoxon Signed Rank Test which tests for the dependent samples 
group was calculated for testing the difference within each pair (Coakes & Steed, 1999) (See 
Table 5). Emotion, distance and duration of voice use had significant difference with two 
levels for each factor, while level of background noise did not reveal such significant 
difference. In order to investigate how each contrast pairs differed, descriptive statistics were 
carried out (See Table 5). Comparing the amplitude of the means, item 10, item 7 and item 9 
(all representing more difficult situations) were greater than item 6, item 12 and item 11 (all 
representing less difficult situations) respectively in two groups. 
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Table 5. Mean, standard deviations (SD) and z-score of item 5, 6, 7, 8, 9, 10, 11, 12 of 
dysphonic and control group 
 Dysphonic Group  Control Group z-score 
Item Mean SD  Mean SD 
Background 
noise 
      
8 5.54 2.02  6.88 1.13 -3.04 
5 5.92 2.02  8.56 1.36 
Emotion       
10 6.77 2.00  8.72 1.14 -5.19* 
6 5.00 1.94  6.72 1.40 
Distance       
12 5.38 2.90  6.32 2.14 -3.91* 
7 6.58 1.90  7.92 1.58 
Duration of 
voice use 
 
 
    
11 5.15 2.34  7.16 1.28 -5.16* 
9 6.88 1.90  8.64 1.29 
*Significant at the 0.0001 level (2-tailed) 
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Relationship between voice self-efficacy and voice-related disability 
VAPP scores were correlated with VSES scores by Pearson’s Coefficient r because both 
scales were of interval scale. Significant strong and negative correlation was shown (Pearson’s 
r=-0.74, 2-tailed p=0.0001) between VSES and VAPP scores. In order to examine the further 
correlation between the sections in VSES and VAPP, Activity Limitation and Participation 
Restriction, Pearson’s r correlation was carried out between each section. There were 
statistically significant correlation coefficients between each section in VSES and VAPP 
respectively, with correlation coefficient ranged from –0.59 to –0.75. Moreover, the perceived 
voice self-efficacy had significant correlation with all sections in VAPP (See Table 6). 
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Table 6. Pearson’s r for the sections of VSES, VAPP and Activity Limitation and 
Participation Restriction Score 
Sections Total 
VSES 
Score 
General 
VSES 
Score 
Situational 
VSES 
Score 
Perceived 
VSES 
Score 
Self-perceived Severity of Voice 
Problem (VAPP Section1) 
-0.67 -0.68 -0.63 -0.61 
      
Job (VAPP Section2) -0.65 -0.67 -0.59 -0.62 
     
Daily Communication (VAPP 
Section3) 
-0.72 -0.73 -0.66 -0.72 
     
Social Communication (VAPP 
Section4) 
-0.68 -0.70 -0.62 -0.67 
     
Emotion (VAPP Section5) -0.69 -0.72 -0.61 -0.69 
     
Activity Limitation Score  -0.72 -0.75 -0.65 -0.70 
     
Participation Restriction Score -0.72 -0.72 -0.67 -0.72 
     
All values were significant at the 0.01 level (2-tailed) 
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Correlation of voice self-efficacy and voice impairment 
The data set of acoustic measurement was correlated with sections of VSES scores by 
Spearman’s rho (See Table 7). In general, there was no significant correlation between VSES 
scores and voice impairment. Only the general VSES score was correlated with voice 
impairment in sentence level.  
 
Table 7. Spearman’s rho for the sections of VSES and VAPP and acoustic measurement   
Measurements Total 
VSES 
Score 
General 
VSES 
Score 
Situational 
VSES  
Score 
Perceived 
VSES 
Score  
Harmonic-to-noise ratio in /a/ 0.26 0.37* 0.18 0.17 
Jitter (rap) (%) in /a/ -0.09 -0.16 -0.06 -0.02 
Shimmer (local) (%) in /a/ -0.20 -0.32 -0.10 -0.14 
     
Harmonic-to-noise ratio in sentence 0.34 0.47* 0.23 0.27 
Jitter (rap) (%) in sentence -0.38 -0.46* -0.29 -0.35 
Shimmer (local) (%) in sentence -0.37 -0.46* -0.29 -0.31 
* Significant at the 0.01 level (2-tailed) 
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DISCUSSION 
Validity and reliability of VSES  
This study aimed to investigate how voice self-efficacy and voice-related disability were 
related. A 13-item Voice Self-Efficacy Scale (VSES) was developed. The scale had high 
internal consistency (α=0.94), which reflects high homogeneity of items. Because Item 1 and 
Item 2 were the items that madeαremained unchanged or had slightly increase, they should be 
kept in the scale. CSES was found to have no correlation with VSES (Spearmanρ=-0.32, 
2-tailed p>0.05). This is not unexpected because the CSES was for measuring general 
self-efficacy only (Zhang & Schwarzer, 1995), not specific to voice management domain. 
Moreover, the test-retest reliability was low (Pearson’s r=0.32, 2-tailed p>0.05). This is 
expected as well because Bandura (1997) proposed that apart from bodily status, self-efficacy 
can be influenced by various factors such as experience, altering of external environment, 
attitude, and notion of the related domain. It is therefore recommended that multiple baselines 
should be taken when measuring self-efficacy. 
 
Acoustic Measurements  
Results showed that between dysphonic and control groups, significant differences in 
acoustic measurements were found in sentence but not in vowel prolongation. This might due 
to the fact that connected speech reveals more distinct phonatory impairments than sustained 
vowel prolongation (Klingholtz, 1990). Therefore, connected speech is more sensitive than 
sustained vowel phonation in discriminating between dysphonic and healthy voice. 
 
Differentiation between Dysphonic and Control Groups 
VSES Scores. Significant differences of Total VSES and Section Scores were found 
between dysphonic and control group. That is, the level of self-confidence in managing voice 
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conditions and using voice effectively of control group was significantly higher than 
dysphonic group. Therefore, the VSES, including total and section scores, appeared to be able 
to differentiate the two groups. Hence, the VSES has good discriminant validity, which is the 
ability to differentiate between two groups with different characteristics (McDowell & Newell, 
1996). 
Situational VSES Scores. Results showed that among the four factors affecting voice use, 
emotion, distance and duration of voice use were found to have significant difference within 
each contrast pairs, but not for the factor of background noise. Moreover, the signs of 
differences of these three factors were as expected. That is, the self-confidence reported for 
item 10 (talking under relax condition), item 7(greeting friends in the street) and item 9 
(having simple and short conversation) were greater than item 6 (talking under stressful 
conditions), item 12 (calling friends who is on the opposite street) and item 11 (having 
continuous conversations for a long period of time) respectively in two groups. This suggested 
that the two levels within each pairs have significant different task demand, which could lead 
to significant differences in voice self-efficacy. In other words, the setting of Situational VSES 
could meet the criteria of self-efficacy assessment tool, which is having different levels within 
the same domain. However, for background noise which did not have significant difference, it 
may be due to the difference in the two task demand was not that large to some dysphonic 
subjects. Colton, Casper and Leonard (2006) suggested that loudness control is a sign of voice 
problem which relates to physiological or psychological problem. Individuals cannot have 
voluntary control of loudness to the level that is appropriate to the conversation context. Using 
effective voice in quiet or noisy environment needs two extreme loudness control, thus both 
situations were challenging tasks. Therefore, it may impose similar or no significant different 
task demand on dysphonic individuals. 
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Relationship between Voice Self-Efficacy and Voice-Related Disability 
Self-efficacy was the self-perceived confidence in the ability to achieve a specific task 
demand (Bandura, 1997). For health-related domain, Bandura (1997) suggested that a negative 
physical or emotional condition would be related to lower self-efficacy within the same 
health-related domain. The present findings revealed that the VSES scores were strongly and 
negatively correlation with VAPP scores. That is, lower voice self-efficacy is correlated with 
higher voice-related disability in activity and participation, and vice versa. Negative 
correlation was also found between the section scores of VESE and VAPP. The similar extents 
of correlation between section scores of them implied similar level of influence of voice 
self-efficacy on voice-related disability in activity and participation. The VSES scores showed 
very weak correlation with acoustic measurements, which is an indicator of voice impairment. 
This is not unexpected because previous experience contributes to altering of self-efficacy. 
Individuals entail participating in similar experiences so as to formulate self-efficacy (Bandura, 
1997). Voice self-efficacy can be built up by experiencing in voice use situations. For instance, 
a mild dysphonic teacher who uses voice more often will encounter more failure experiences 
in effective voice use than a severe dysphonic clerk who seldom uses his/her voice. As a result, 
negative effective voice use experience will lower voice self-efficacy. Rather than just know 
about voice impairment or pathology, individuals can have assessment on their voice 
self-efficacy through observing the voice use competence in voice use situations. Therefore, 
the level of voice impairment was not a good predictor of voice self-efficacy and vice versa. 
Further, the proposed relationship between ICF and voice self-efficacy by Smith and West 
(2006) can be applied to dysphonia. Voice self-efficacy correlated with activity limitation and 
participation restriction by going through the cognitive process of altering preference of 
activity. To be more specific, Bandura (1997) pointed out that self-efficacy affects motivation 
to do the task. Those with lower voice self-efficacy will be less likely to attempt difficult voice 
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use situations, thus they may experience more limitation in participating in voice activities. 
Moreover, Zhang and Schwarzer (1995) stated that lower endeavor and shorter duration of 
insist will be related with individuals with lower self-efficacy because they are more 
vulnerable to failure and less able to keep the pledge to their task. Therefore, individual with 
lower voice self-efficacy will tend to surrender easily in demanding voice use situations in 
daily life, which in turn lower the participation.  
  The relationship between voice self-efficacy and voice-related disability can have 
significance in clinical management of voice disorders. Voice self-efficacy can help in 
evaluating the impacts of voice disorders on quality of life from the cognitive perspective, 
which is in terms of perception and thoughts (Zhang & Schwarzer, 1995) towards their voice 
use capability. That is, voice self-efficacy can show how they perceive the voice problem and 
the attitude towards it in daily life, such as motivation to engage in specific voice use situation. 
Knowing the attitude is important because it can affect the effort input in dealing with 
demanding tasks (Zhang & Schwarzer, 1995). This can highlight the cognitive area of voice 
need of dysphonic individuals. Therefore, voice self-efficacy can act as one of indicators in 
assessment of consequence of voice disorders. Practically, clinicians can help distinguishing 
those with lower voice self-efficacy and reveal underlying reasons briefly that lower their 
voice self-efficacy by the scale. Clinician may take self-efficacy into account in planning 
treatment if its impact is very significant. It is because individuals with low voice self-efficacy 
will tend to unwilling to take part in challenging voice use task, which may be a part of voice 
disorder management. By taking voice self-efficacy into assessment, the impacts of voice 
disorder can be managed more holistically apart from impairment and functional limitation 
area. 
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Recommendation and Directions for Further Research 
Two recommendations were made to the study. The age and severity of voice problem of 
the subjects should have more varieties. The number of dysphonic subjects in each age and 
pathological categories should be evenly distributed. In this study, the voice problem of most 
the clients were mild-to-moderate as shown by acoustic data and perceived by the investigator. 
This could influence the results of voice impairment and in turn the relationship between voice 
self-efficacy and it. In addition, there is more than one factor affecting self-efficacy apart from 
perceived bodily status. Taking baseline from different perspectives on self-efficacy may 
enable a more comprehensive view on it. The present study provides a general idea on the 
relationship between voice self-efficacy and voice-related disability. Further investigations are 
warranted to investigate how self-efficacy can be enhanced. 
 
Conclusion 
In this study, VSES was developed to investigate the relationship between voice-self 
efficacy and voice-related disability. Results revealed that voice self-efficacy was inter-related 
with voice activity limitation and participation restriction, but not voice impairment level. The 
findings suggested that voice self-efficacy can serve as an indicator in measuring impact of 
voice disorders in terms of thoughts and perception.  
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APPENDIX A   Voice Self-Efficacy Scale 
香港大學  
言語及聽覺科學部 
 
用聲自我效能量表 
 
填寫問卷日期:________年_________月__________日 
姓名:______________________ 
 
第一部份 
以下是一些有關控制及處理聲線的行為，請在你認為適當的數字上圓圈中劃上“x”，
以表示你能做到這些行為的信心（把握）有多大。線的左方，代表「沒有信心」；線的
右方，代表「非常有信心」。 
 
1. 當聲線變差時，我有信心能積極地處理我的聲線狀況。（聲線變差＝不能正常地運作聲
線，影響與別人溝通） 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
2. 我有信心可以意識到聲線出現了問題。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
3. 我有信心可以控制我現時的聲線（聲量和聲調），達到我滿意的程度。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
4. 我有信心能避免現時的聲線變差。（聲線變差＝不能正常地運作聲線，影響與別人溝通） 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
非常有信心 沒有信心 
非常有信心 沒有信心 
非常有信心 沒有信心 
非常有信心 沒有信心 
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第二部份   
以下是一些用聲情況，請在你認為適當的數字上圓圈中劃上“x”，以表示你在這些情
況下，有多大信心（把握）能有效地用聲。線的左方，代表 「沒有信心」 ；線的右方，
代表「非常有信心」。 
 
 
有效地用聲 
= 你能夠正常地運作你的聲線（即：喉嚨沒有任何不適，疲勞或
肌肉拉緊的感覺），聲線保持清晰，並能傳達說話意思。 
 
 
5. 在寧靜環境下與別人交談，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
6. 當心情緊張時與別人交談，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
7. 向在街上遇見的朋友打招呼，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
8. 在嘈雜環境下與別人交談時，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
9. 當與朋友作簡短交談時，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
非常有信心 沒有信心 
非常有信心 沒有信心 
非常有信心 沒有信心 
非常有信心 沒有信心 
非常有信心 沒有信心 
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10. 當心情輕鬆時與別人交談，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
11. 當與朋友長時間不斷交談時，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
12. 當呼喚在對面馬路的朋友時，我有信心可以有效地用聲。 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
13. 整體而言，我有信心可以有效地用聲的程度是： 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
 
 
 
 
 
 
 
 
 
非常有信心 沒有信心 
非常有信心 沒有信心 
非常有信心 沒有信心 
非常有信心 沒有信心 
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APPENDIX B   Voice Activity and Participation Profile 
香港大學 言語及聽覺科學部 
 
用聲活動及參與量表 
 
 Estella Ma/Edwin Yiu/ Division of Speech and Hearing Sciences/June 2000 
 
 
填寫問卷日期:    ______ 年 ______ 月 ______ 日 
 
請回答以下問題，並在你認為適當的數字上圓圈劃上“X”，以表示受影響的
程度。線的左方，代表沒有受影響；線的右方，代表常常受到影響。 
 
1. 你覺得你現時聲線問題的嚴重程度有多少？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
聲線對工作的影響 
2. 你的聲線問題對你現時的工作有多少影響？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 常有 沒有 
非常嚴重 沒有 
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3. 在過往半年內，你有沒有因為聲線問題而考慮或嘗試轉工？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
4. 你有沒有因聲線問題而使工作壓力增加？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
5. 在過往半年內，你的聲線問題有沒有影響你對未來職業的選擇？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
聲線對溝通的影響 
6. 別人有沒有因你聲線不清而要求你把說話重覆？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
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7. 在過往半年內，你有沒有因聲線問題而減少和別人說話？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
8. 在講電話時，對方有沒有因你的聲線問題，而不明白你的意思？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
9. 在過往半年內，你有沒有因聲線問題而減少講電話？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
10. 在特別寧靜的環境下，你有沒有因聲線問題而影響你與別人溝通？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
11. 在過往半年內，你有沒有因聲線問題而避免在特別寧靜的環境下說話？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
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12. 在噪雜的環境下，你有沒有因聲線問題而影響你與別人溝通？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
13. 在過往半年內，你有沒有因聲線問題而避免在噪雜的環境下說話？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
14. 你有沒有因聲線問題而影響你面對一大群人說話？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
15. 在過往半年內，你有沒有因聲線問題而避免面對一大群人說話？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
16. 你有沒有因聲線問題而影響你表達意思？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
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17. 在過往半年內，你有沒有因聲線問題而避免說話？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
聲線對社交的影響 
18. 你有沒有因聲線問題而影響你參加社交活動？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
19. 在過往半年內，你有沒有因聲線問題而減少或避免參與社交活動？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
20. 你有沒有因聲線問題而令你的家人、朋友或同事感到煩擾？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
21. 在過往半年內，你有沒有因你的聲線問題而減少與家人、朋友或同事溝
通？ 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
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聲線對個人的影響 
22. 你有沒有因聲線問題而感到不快？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
23. 你有沒有因聲線問題而感到尷尬？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
24. 你有沒有因聲線問題而感到自卑？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
25. 你有沒有因聲線問題而感到憂慮？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
26. 你有沒有因聲線問題而感到不滿？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
常有 沒有 
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27. 你有沒有因聲線問題而影響你的性格？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
28. 你有沒有因聲線問題而影響你的形象？ 
 
∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ ∗ 
0 1 2 3 4 5 6 7 8 9 10 
 
 
個人資料 
29. 姓名：        (中文)      (英文) 
30. 性別：   男    女 
31. 年齡：            歲 
32. 職業：   __________________     
33. 任職時間：  __________________ 年 
34. 如曾轉工，對上的職業是：  ________________ 
35. 任職時間：  __________________ 年 
36. 婚姻狀況：  0未婚    1已婚 
37. 子女數目：  __________________ 
38.聯絡電話：        (家)         (辦公室) 
常有 沒有 
常有 沒有 
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APPENDIX C   Chinese General Self-Efficacy Scale 
  
 完
全
不
正
確 
 尚
算
正
確 
 多
數
正
確 
 完
全
正
確 
1. 如果我盡力去做的話，我總是能夠解決問題的。    □  □  □  □ 
2. 即使别人反對我，我仍有辨法取得我所要的。 □  □  □  □ 
3. 對我來說，堅持理想和達成目標是輕而易舉的。 □  □  □  □ 
4. 我自信能有效地應付任何突如其來的事情。 □  □  □  □ 
5. 以我的才智，我定能應付意料之外的情况。 □  □  □  □ 
6. 如果我付出必要的努力，我一定能解決大多數的難題。 □  □  □  □ 
7. 我能冷靜地面對困難，因為我可信賴自己處理問題的能
力。 
□  □  □  □ 
8. 面對一個難題時，我通常能找到幾個解決方法。 □  □  □  □ 
9. 有麻煩的時候，我通常能想到一些應付的方法。 □  □  □  □ 
10. 無論什麼事在我身上發生，我都能夠應付自如。  □  □  □  □ 
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APPENDIX D   Consent form for subjects in pilot study (Chinese version) 
 
同意書 
研究聲線問題與聲線自我效能的關係 
  
香港大學言語及聽覺科學系邀請您參與由馬珮雯博士帶領﹐四年級學生黃文麗主理的研
究調查。 
研究目的 
聲線自我效能是指在不同的環境下運用聲線的信心程度。這是一項關於聲線問題與聲線
自我效能的關係的學術研究，旨在探討聲線問題與聲線自我效能如何互相影響。您將參
與在設計量度聲線自我效能的問卷。 
程序 
您需要完成一份問卷:.聲線自我效能問卷初稿 (需時約十五分鐘)。請留心聲線自我效能
問卷初稿的字眼和內容，約有不明白，不清楚或覺得不恰當的地方請在完成問卷後向研
究員提出，過程將會被錄音。您的意見對設計聲線自我效能問卷會有極大的幫助。 
潛在風險 
整個過程沒有潛在風險。 
將得到的利益 
所搜集數據將對研究聲線問題與聲線自我效能提供寶貴的資料，為日後聲線治療計劃作
出幫助。 
資料保密性 
所收集的資料只作研究用途，整個過程中的資料將絕對保密。您可要求重聽錄音帶。如
果您有需要，我們可以把錄音帶刪除。 
資料儲存 
你參與時的資料會被製成錄音帶以供日後研究參考。除了研究人員外，任何人都不能提
取您的資料。除了個人資料外﹐所有資料都會被無限期地保存在檔案庫。 
參與及退出 
是次參與純屬自願性質，您可隨時終止參與是項行動，有關決定將不會引致任何不良後
果，而之前所收集的資料將被刪除。如您對是項研究有任何問題，請現在提出。 
查詢 
如日後您對是項研究有任何查詢，請與香港大學言語及聽覺科學系四年級學生黃文麗聯
絡(電話:61584459, 電郵:monmonwong@gmail.com)。如您想知道更多有關研究參與者的
權益，請聯絡香港大學非臨床研究操守委員會 (2241-5267)。 
 
我____________(姓名)明白以上內容，並願意參與是項研究。 
 
 
簽署:__________________ 
 
 
日期：__________________ 
 
同意書準備日期: 2007年 11月 23日 
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APPENDIX E   Consent form for dysphonic subjects (Chinese version) 
 
同意書 
研究聲線問題與聲線自我效能的關係 
 
香港大學言語及聽覺科學系邀請您參與由馬珮雯博士帶領﹐四年級學生黃文麗主理的研
究調查。 
研究目的 
聲線自我效能是指在不同的環境下運用聲線的信心程度。這是一項關於聲線問題與聲線
自我效能的關係的學術研究，旨在探討聲線問題與聲線自我效能如何互相影響。 
程序 
首先您需要完成三份問卷:1. 用聲活動以及參與量問卷, 2. 一般自我效能測試表, 3.聲線
自我效能問卷(需時約二十五分鐘)。接著您需要完成一次喉鏡檢查和用電腦錄下你的聲
音，目的是檢查您的聲帶有沒有任何引致聲線問題的構造(需時約十分鐘)。整個過程將
約三十五分鐘。 
潛在風險 
在喉鏡檢查期間，您可能會感到少許不適。您可以對研究人員提出休息。如果您感到極
度不適，您可以要求終止是項檢查。是次檢查將會由有經驗的研究人員負責。 
將得到的利益 
是次研究可以為閣下免費檢查聲帶，讓閣下可以更了解現時的用聲狀況。另外，所搜集
數據將對研究聲線問題與聲線自我效能提供寶貴的資料，為日後聲線治療計劃作出幫助。 
資料保密性 
所收集的資料只作研究用途，整個過程中的資料將絕對保密。除了研究人員外，任何人
都不能提取您的資料。 
資料儲存 
除了個人資料外﹐所有資料都會被無限期地保存在檔案庫。 
參與及退出 
是次參與純屬自願性質，您可隨時終止參與是項行動，有關決定將不會引致任何不良後
果，而之前所收集的資料將被刪除。如您對是項研究有任何問題，請現在提出。 
查詢 
如日後您對是項研究有任何查詢，請與香港大學言語及聽覺科學系四年級學生黃文麗聯
絡(電話:61584459, 電郵:monmonwong@gmail.com)。如您想知道更多有關研究參與者的
權益，請聯絡香港大學非臨床研究操守委員會 (2241-5267)。 
 
我____________(姓名)明白以上內容，並願意參與是項研究。 
 
 
簽署:__________________ 
 
 
日期：__________________ 
 
同意書準備日期: 2007年 11月 23日 
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APPENDIX F    Consent form for control subjects (Chinese Version) 
 
同意書 
研究聲線問題與聲線自我效能的關係 
 
香港大學言語及聽覺科學系邀請您參與由馬珮雯博士帶領﹐四年級學生黃文麗主理的研
究調查。 
研究目的 
聲線自我效能是指在不同的環境下運用聲線的信心程度。這是一項關於聲線問題與聲線
自我效能的關係的學術研究，旨在探討聲線問題與聲線自我效能如何互相影響。 
程序 
首先您需要完成三份問卷:1. 用聲活動以及參與量問卷, 2. 一般自我效能測試表, 3.聲線
自我效能問卷(需時約二十五分鐘)。然後研究人員會做一個簡單的聲線檢查，過程將會
被錄音。整個過程將約二十分鐘。 
潛在風險 
整個過程沒有潛在風險。 
將得到的利益 
所搜集數據將對研究聲線問題與聲線自我效能提供寶貴的資料，為日後聲線治療計劃作
出幫助。 
資料保密性 
所收集的資料只作研究用途，整個過程中的資料將絕對保密。您可要求重聽錄音帶。如
果您有需要，我們可以把錄音帶刪除。 
資料儲存 
你參與時的資料會被製成錄音帶以供日後研究參考。除了研究人員外，任何人都不能提
取您的資料。除了個人資料外﹐所有資料都會被無限期地保存在檔案庫。 
參與及退出 
是次參與純屬自願性質，您可隨時終止參與是項行動，有關決定將不會引致任何不良後
果，而之前所收集的資料將被刪除。如您對是項研究有任何問題，請現在提出。 
查詢 
如日後您對是項研究有任何查詢，請與香港大學言語及聽覺科學系四年級學生黃文麗聯
絡(電話:61584459, 電郵:monmonwong@gmail.com)。如您想知道更多有關研究參與者的
權益，請聯絡香港大學非臨床研究操守委員會 (2241-5267)。 
 
 
我____________(姓名)明白以上內容，並願意參與是項研究。 
 
 
簽署:__________________ 
 
 
日期：__________________ 
 
同意書準備日期: 2007年 11月 23日 
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APPENDIX G   Sample letter to invite speech therapists in pilot study 
 
8th December, 2007  
 
Ms Doris Cho, 
Counter no. 1-2, 1/F., SOPD, Block E, 
7-11 Yan Chai Street, 
Tsuen Wan, 
New Territories  
 
Dear Ms Cho,  
Invitation to participate in voice research 
 
I am Wong Man Lai, a final year student from Division of Speech and Hearing Sciences, The 
University of Hong Kong. I am now working on my dissertation under the supervision of Dr. 
Estella Ma. The study investigates how the confidence of voice use (voice self-efficacy) is 
related to voice-related disability. In this study a voice self-efficacy scale will be developed to 
evaluate the extents of voice self-efficacy in dysphonic individuals. May I cordially invite you 
to participate in my study and comment on the beta-version of the voice self-efficacy scale. 
This involves participating in one interview. Below please find the details of the interview. 
Place: any place at your convenience 
Time: During the period of December 18 to 29, 2007 
Duration: 30 min 
The interview will be audio-taped for analysis purposes. 
Your comment and suggestions would significantly contribute to the development of voice 
self-efficacy scale. Should there be any queries or you need further information of this study, 
please feel free to contact me by phone: 61584459 or email: monmonwong@gmail.com. 
 
Thank you very much for your attention. I look forward to hearing from you. 
 
Yours sincerely, 
 
 
Wong Man Lai 
